electrode on the spine and the other on the perineum or pubis, was tried in a few cases. There are many reasons to be urged against the application of such treatment to such regions of the body, especially in older children, and the results obtained after a few weeks of this treatment did not appear to warrant its continuation.
However fascinating this medicinal point of view may be it is necessary to remember that treatment must be directed to overcome the lack of nervous coordination. Drugs can only assist the patient to obtain the normal control, and therefore some form of re-education should also be adopted in every case. The method I have found most satisfactory is that recommended by Herrman [11] , namely: First, the child must urinate at regular stated intervals. I have found it best to begin with two-hourly intervals and gradually to increase these as the continence improves. Secondly, the whole contents of the bladder must not be evacuated at one time, but the patients should be taught to pass a few drachms, then pause for about five seconds, then another few drachms, and so on until the bladder is emptied. A practical difficulty that arises in connexion with treatment on these lines, and one which tends to nullify accurate observation of results, is the indeterminate degree of co-operation on the part of the parents, and for this reason I have not included those patients to whom this method has been recommended.
Thirteen cases have now been treated by ergot for an average duration of six weeks, with the following results:-
(1) Discharged completely cured, five cases.
(2) Alleviation so marked that they ceased to attend, four cases.
CONCLUSION.
In conclusion I have endeavoured to show that the contraction of the bladder in the " essentials" or " idiopathic " enuresis of children is a reflex contraction, due to a hypotonic condition of the unstriped muscle fibre forming the internal urethral sphincter. The exhibition of ergot would appear to be the best method of treatment, but the small number of cases so far treated does not permit of any decisive results being stated.
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Dr. CAMERON said that in his view it would be better if it were frankly recognized that the common variety of enuresis was hysterical in origin. In general, one had to deal with a highly suggestible and sensitive child, whose failing weighed on its mind and was a real source of misery. The mother might be in doubt as to the child's real attitude to the matter. An obstinate carelessness was sometimes assumed, but that was of the nature of a compensation process, just as the childless woman might proclaim her dislike of children. But of the same child it was usually agreed that he was unduly sensitive to criticism, and easily cast down by blame. Upon such a nature the suggestions of incontinence derived from the mother acted strongly. Hysterical manifestations in child-hood were determined for the most part by maternal anxieties. Mothers did not commonly fear for their children that they would become paralysed, or blind, or mute, and these manifestations were uncommon because all such suggestions were lacking. The hysterical symptoms of childhood centred around the sensitive gastro-intestinal tract and the urinary apparatus; pica, bulimia, polydipsia, anorexia nervosa, pollakiuria, enuresis, were of everyday occurrence. With a sensitive child, if too much was made of an occasional accident when the bed was wet, the fear of recurrence was easily implanted. Often all the stress was laid upon the failure, none upon the growing control. From early infancy the child grew accustomed to the vexed and offended face of his mother or nurse. " Again! " was the constant cry. He thought enuresis could be cured by anyone who could oust from the child's mind the miserable feeling of impotence and the constant dread of the accident. Self-confidence must be restored and this could only be done by someone confident of his own powers and capable of communicating a feeling of confidence to the child. The devices which he used to assist the child to regain the confidence which had been lost were dependent on the age. Up to the age of 4 or 5 years a brightly coloured rug might be used and if it was well stage-managed might be instantly successful. In older children other devices had to take the place of such simple suggestions. The difficulty in general was to control the atmosphere in the home. In schools and still more in reformatories and training ships the cure was difficult for a different reason. Although functional nervous disturbances were less common among the poor-than the well-to-do, enuresis was an exception. The burden of washing thrown upon the mother forced her to concentrate on the child's failing and the mother's pessimistic attitude had its usual ill-effect. In schools, if punishment were meted out or other boys became critical, the disorder could become epidemic. Sometimes the hysterical suggestion extended to the bowel and incontinence of faeces was added. In such cases there was ansesthesia of the rectum.
Mr. R. H. ANGLIN WHITELOCKE (President)
thanked those who had contributed to the discussion, from which, he said, he had himself learned more about the subject than he ever knew before. He was especially struck by Dr. Cameron's clear exposition of the psychology of the condition.
